T he occipitotranstentorial approach is frequently used for lesions of the pineal region, superior cerebellar vermis, or brain stem (1, 3-5). Although evidently suitable, this method has not, to our knowledge been described before for lesions in the superior cerebellar hemisphere in adults. We report our experience in four patients using the occipitotrans tentorial approach for superior cerebellar lesions.
PATIENTS AND METHODS
Clinical data, radiographic findings, operative and postop erative results, and pathological examinations of the patients operated on between June 1995 and March 1997 are presented in Table 1 .
SURGICAL TECHNIQUE
The patient is placed prone over well-padded rolls in a 20-degree reversed Trendelenburg position. The head is slightly flexed, rotated 20 to 30 degrees (operation side down), and fixed in a three-point fixation clamp. In the case of lesions extending to the midline, the patient is placed three-quarter prone with the operation side down. On the side of the lesion, a straight incision is performed 3 cm out of the midline and parallel to the superior sagittal sinus. The incision is approxand a wider exposure is thereby possible. (Neurosurgery imately 12 cm long and should start at a point 3 cm caudally from the external occipital protuberance. An occipital crani otomy is performed. The superior sagittal sirius/ torcular Herophili, and transverse sinus should be able to be visible. The dura is opened in a cruciate fashion toward the superior sagittal sinus and transverse sinus. The occipital lobe is retracted supe riorly, and cerebrospinal fluid is aspirated generously from the interhemispheric and ambient cisterns. After aspiration of suffi cient cerebrospinal fluid, retraction of the occipital lobe is usually unnecessary, and a spatula is only used for protection of the brain. Gravity also assists in brain retraction. The inferior occip ital vein is dissected, but not divided. The tentorium is incised just lateral from and parallel to the straight sinus and later partially excised (as m uch as needed), exposing the superior cerebellar surface. Bridging veins from the cerebellar surface are sacrificed. The lesion is either directly seen or localized by ultra sound. Removal is straightforward using standard microsurgical techniques and standard equipment. The tentorium is not re paired. The craniotomy is closed in a standard fashion. 
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-----------r^-.^. v . , -..........--------------------------------------------------------r^r -" i
